. Case 2. There is complete loss of the normal acinar architecture of the left submandibular gland. There is sialangiectasia of the ducts within the gland (arrows) induced by etretinate or by vitamin A. This is especially true since squamous metaplasia is the change most frequently seen in columnar epithelia in animals deprived of vitamin A (Moore 1957). The administration of vitamin A or a vitamin A analogue would have been expected, therefore, to improve any such change rather than provoke it.
It could be argued that the epithelial changes seen in our patients' salivary ducts were secondary to the obstruction rather than a primary event. While this is possible, it seems unlikely to be the case as the epithelial changes seen in all sections from Case 2 involved only the portion of the main duct close to the oral orifice. In contrast, the rest of the duct was lined by relatively normal epithelium in spite of considerable evidence of obstruction in the gland.
Further support for the concept that these epithelial changes and the resulting salivary gland obstruction are directly and causally related to the patients' Darier's disease comes from the fact that such obstruction in patients with Darier's disease has been reported once before. In a paper on oral involvement in Darier's disease, Spouge et al. (1966) concluded their discussion by saying: 'The significance of a fairly definite history of chronic recurrent obstruction of the parotid duct occurring in two out of four cases (and in one of the patients who did not have oral lesions) must provide material for some speculation, but biopsy or further investigation of this aspect was not possible'. In our patients, clearly documented salivary gland obstruction occurred in association with epithelial changes in the salivary ducts near their oral orifices. These consisted of squamous metaplasia and Darier-like changes. We believe that there is a causal link between the salivary gland obstruction and the Darier's disease in our two patients, based on abnormalities in the salivary duct epithelium which have not previously been documented in such patients. Aspergillosis of the central nervous system is not common, although lesions are reportedly present in 60-70% of cases of disseminated disease (Grcevic & Matthews 1959 , Carbone et al. 1964 .
References
The primary focus of infection is usually to be found in the lungs or paranasal sinuses. A case is now reported of a solitary aspergilloma of the cerebellum in a boy aged 14, in whom there was no evidence of immunosuppression, intercurrent disease or aspergillosis elsewhere.
Figure 1. CT scan showing aspergilloma in left side of cerebellum
Case report A boy aged 14 years presented with a six-week history of unsteadiness, headache and vomiting. He had been seen as an outpatient 9 months previously with symptoms of juvenile migraine (intermittent unilateral (right or left) headache, nausea, central abdominal pain, photophobia, teichopsia, paraesthesiae in fingers) which were treated with pizotifen 0.5 mg three times daily. After one appointment at which he said he was greatly improved he defaulted from follow up.
On admission, examination showed ataxia for gross and fine movements, bilateral papilloedema, nystagmus to the left and a coarse tremor of the outstretched hands. Skull X-rays showed signs of raised intracranial pressure with enlargement of the sella turcica. A CT scan (Dr P W Sheldon) revealed a large mass occupying the left half of the cerebellum with associated obstructive hydrocephalus (Figures 1 and 2) .
Figure. 2. Obstructive hydrocephalus associated with aspergilloma in cerebellum
At craniotomy (Mr C B T Adams) a large, hard, green, avascular tumour was found, closely adherent to the dura overlying the cerebellum. It extended from the lateral sinus to the foramen magnum. It was excised completely. Histology revealed a granuloma with multiple areas of necrosis containing branched septate hyphae of Aspergillus flavus. Postoperatively he received a six-week course of intravenous amphotericin B.
He has made an excellent recovery.
1nvestigations: Chest X-rays and X-rays of nasopharynx, paranasal sinuses and mastoids were all normal. Haemoglobin was 10.8 gm; white cell count 6800/mm 3 ; ESR 22 mm/ l hour. Liver function tests' were normal. Immunoglobulin profile was normal for age. No fungi were cultured from the sputum nor from swabs from ears, nose and throat. Postoperative CSF was normal. Precipitin tests for A. fumigatus, A. flavus, A. boydii, A. niger and A. terreus were negative. Precipitin tests for Candida species were strongly positive.
The boy's father who works as an engineer, had mild asthma in the past. Precipitin tests for the same five species of Aspergillus gave negative results, and his chest X-ray was normal.
Discussion
Intracranial aspergillosis is not common and although Oppe described the first case in 1897, most other reports have appeared since 1950.
It is widely assumed that Aspergillus reaches the brain by haematogenous spread from a primary focus elsewhere -commonly the lungs, but also the paranasal sinuses, nose and orbit. In rare cases blood transfusion (Olsen et al. 1962), self administration of drugs (Burston & Blackwood 1963) , or transphenoidal yttrium-90 implants for pituitary adenoma (Feely & Steinberg 1977 ) may introduce the fungus into the body, and Wybel (1952) has reported Aspergillus meningitis occurring three years after pneumococcal meningitis, which was treated with intrathecal penicillin. In most cases of aspergillosis, underlying disease such as leukaemia, tuberculosis, Hodgkin's disease or bronchiectasis is found. Alternatively there may be a long history of antibiotics, corticosteroid or cytotoxic therapy. Certainly, the immunocornpromised patient is most likely to be affected.
Where aspergillosis occurs in the central nervous system there is usually infection elsewhere. In disseminated aspergillosis, at least 60%-70% of cases will have neurological lesions (Grcevic & Matthews 1959 , Carbone et al. 1964 , Mohandas et al. 1978 . Robson et al. (1981) described two cases where Aspergillus involving the paranasal sinuses spread to the base of the skull. Rarely, aspergillosis may be limited to the brain (Linares et al. 1971 , Bhalla et al. 1980 . Where this is so, the granulomata are most commonly found in the frontal lobes, which suggests spread from the nose or paranasal sinuses.
' There are two main types of Aspergillus infection of the paranasal sinsuses (Young et al. 1970) . One is most commonly found in hot, dry climates such as in the Sudan (Milosev et al. 1969 , Mohandas et al. 1978 . It is commonest in female subjects and A. flavus is the usual species.
Invasion of surrounding structures is not uncommon. The second type is commonest in temperate climates and may be diagnosed accidentally when antral washings are cultured; in these cases A. fumigatus is the commonest species (Sandison et al. 1967 ). The infection is rarely invasive or progressive.
The prognosis with surgery is unpredictable. Some subjects have died within hours of surgery, probably as a result of the release of endotoxins with resultant anaphylaxis. Others have died later from widespread aspergillosis -presumably a consequence of the surgery itself.
The appearance of a solitary aspergilloma. in this patient without evidence of unde~lym.g disease, immunodeficiency or aspergillosis elsewhere is remarkable. Dapsone, a suiphone, is well known for its use in the treatment of dermatitis herpetiformis. It has also been used successfully in other inflammatory skin diseases (Lang 1979) , including allergic vasculitis (Main 1967 , Wells 1969 , Thompson et al. 1973 . Erythema eleva tum -diutinum, which in common with allergic vasculitis is a leukocytoclastic vasculitis, seems particularly responsive to dapsone (Katz et al. 1977) . Henoch-Schonlein disease, a syndrome of allergic vasculitis, is often encountered in general medicine; but there have been no reports of the use of dapsone in the treatment of this condition.
We describe a case of Henoch-Schonlein disease that followed typhoid and paratyphoid A & B (TAB), cholera and yellow fever vaccination, resulting in a chronic vasculitis that was successfully treated with dapsone.
Case report
A 33-year-old man presented with a rash on his feet and vague abdominal discomfort which had started two weeks after a TAB, cholera and yellow fever vaccination. On examination there was palpable purpura with some necrotic lesions on the dorsum of his feet, ankles and back of his thighs. The spleen was not palpable. The urine contained red cells but no protein.
Investigations showed haemoglobin 15.6 g/d]: white cell count 8.1 x 10 9/1, with a normal differential count; platelets 231 x 10 9 /1. The ESR was 2 mm/h, Clotting profile and renal function tests were normal. Antinuclear factor, rheumatoid factor, and serological tests for syphilis were negative. The antistreptolysin titre was not elevated. Complement studies and immunoglobulins were normal and circulating immune complexes were not detected.
He developed transiently swollen ankles and episodes of diarrhoea and vomiting. As old lesions faded, new ones appeared. The purpura spread above his waist. H~was given dapsone 50 mg twice daily, and hIS sympto~s cleared within two days. Over the next SIX months whenever he tried to stop dapsone he developed fresh purpura within one to two days. A short course of prednisolone, 30 rug/day, produced no clinical response. The dose of dapsone was I Case presented to the Clinical Section, 14 May 1982. Accepted 26 October 1982
